Medical practice and health policy are both changing rapidly. While the adopting of changes is not new for physicians, the pace of change in standards of care, marked by advances and reversals, has accelerated over the course of the past decade. A recurring new theme in medical practice has been an emphasis on tailoring treatment plans to individual patients. Physicians have had to simultaneously absorb new processes in the health care system brought about by the Health Information Technology for Economic and Clinical Health (HITECH) Act in 2009 and the Affordable Care Act (ACA) in 2010. The ability of physicians to maintain standards of care that focus on individual patients may conflict with changes resulting from new health policies that emphasize population health management. Primary care physicians may be one of the few collective voices capable of identifying areas where population-level health policies conflict with the care of individual patients, and policymakers should include practicing primary care physicians in the form of community boards in order to ensure the development of new health policies that provide sustainable high-value patient care.
INTRODUCTION
Primary care physicians recognize that medical practice and health policy are both changing rapidly. Decades of advances in clinical practice and public health have contributed to gains in population health, while health care reform in the U.S. promises to promote greater accessibility, quality, and efficiency in the health care system. The great challenge is that advances in medical practice and health policy may be making their way separately, and with little coordination, they may clash at the level of the practicing primary care physician, leading to health policies that promote outdated standards and impede clinical practice. To avoid this collision, we need to ensure that primary care physicians have an avenue to inform policymakers of healthcare system inefficiencies and barriers to providing high-quality care.
PACE OF CHANGE IN MEDICAL PRACTICE
The pace of change in medical practice has been rapid, with frequent advances and reversals. Biomedical research has led to major accomplishments, including the near eradication of polio and the development of life-saving options for renal disease, AIDS, and cancer. To support these achievements, there has been a parallel rise in approved FDA drugs (Fig. 1 ). 1 The rapid advancements in medical information are mirrored by the 3 % annual increase in new scientific journals from 1900 to 1996, 2 and nearly 2 million scientific research articles published in 2012 alone. 3 This continued proliferation of medical advancements has resulted in an exponential growth of medical knowledge, increased complexity of medical practice, and greater medical specialization. 4, 5 Reversals in medical practice also occur regularly, requiring significant changes in standards of care, workflow, and decision-making. Landmark clinical reversals have been witnessed within the last two decades: hormone replacement therapy is no longer routinely recommended for postmenopausal women, 6, 7 rate control is considered to be equivalent or superior to rhythm control in atrial fibrillation, 8 and prostate cancer screening is no longer routinely recommended. 9 While one would expect reversals to be infrequent, over the last decade, 40 % of the articles in the New England Journal of Medicine that tested standards of care resulted in reversals in clinical practice protocols. 10 Major changes to guideline recommendations are also common; for example, the 2013 guideline for cholesterol management emphasizes statin therapy based on cardiovascular risk instead of cholesterol levels.
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This growing aggregation of advances and reversals presents a significant challenge to physicians attempting to stay up to date. Historically, there has been an average 17-year lag between medical discoveries and implementation into clinical practice. 12, 13 With the acceleration of changes in clinical medicine, coupled with normal lag times in dissemination, there is a higher probability than ever before that physicians, within just a few years of leaving their training, may not be practicing contemporary standards of care.
PACE OF CHANGE IN HEALTH POLICY
The pace of change in health policy has also accelerated. The passage of the Health Information Technology for Economic and Clinical Health (HITECH) Act in 2009 and the Affordable Care Act (ACA) in 2010 ushered in a period of dramatic change in U.S. health care policy, and these policy changes are responsible for rapid changes in the clinical practice environment. As a result of the HITECH Act, the adoption of electronic health record systems has grown exponentially, from only 18 % of office-based physician practices in 2001 to nearly 80 % in 2013.
14 The ACA has led to seismic shifts in Medicaid enrollment 15,16, with uncertain implications as to how primary care physicians and health care systems will respond. 17 
MEDICAL PRACTICE AND HEALTH POLICY: A COLLISION
Ideally, changes in medical practice and health policy should emphasize each leg of the triple aim of better health and better care at a lower cost. 18 However, changes in medical practice, by their very nature, lead to changes in basic definitions of what represents "better care." The shifting definition of ideal medical practice is a fundamental challenge in health policies that are always at risk of promoting standards that are outdated. Unfortunately, there is no active coordination of these changes in medical practice and health policy.
An illustrative example of the collision between medical practice and policy resides in the lagging updates for performance measures that are used by most health policies to measure quality of care. Since at least 2000, the National Committee for Quality Assurance (NCQA) Health Plan and Healthcare Effectiveness Data and Information Set (HEDIS) have recommended a measure for reporting the proportion of patients with diabetes with appropriate glycemic control, defined as hemoglobin A1c of<7.0 %. However, since 2002, the American Diabetes Association, which sets widely used standards of care for glycemic control, has recommended that glycemic targets should be individualized based on diabetes duration, life expectancy, and comorbid diseases. 19 It was not until 2009 that the NCQA definition of appropriate glycemic control was revised to an A1c of<8.0 %, and only after the 2008 publication of the ACCORD trial showing harm from intensive glycemic control. 20 This same lag will likely occur for cholesterol-related performance measures. 11 With shifting targets in clinical standards of care, how is health policy able to take aim at improving the health of the U.S. population? Additionally, performance measures are focused on single conditions for which the quality of care can be objectively assessed with laboratory or radiologic data-e.g., diabetes and heart failure-yet many highly prevalent conditions do not have such easy markers of quality (e.g., cancer), and most patients have multiple chronic conditions. 21, 22 The clash between medical practice and health policy arises not only from a lack of coordination, but from a fundamental difference in their respective goals as well. Health policy is focused on improving and managing population health, cutting unnecessary cost and waste, and eliminating unnecessary variation in clinical practice. 23 In addition, the shaping of health policy is heavily influenced by politics, which does not have the singular focus of improving health. The highly contentious political discourse surrounding the ACA clearly demonstrates the politicized nature of health policy. In contrast, medical practice is singularly directed at improving the health of patients, one at a time, with little regard for cost, and increasingly emphasizes individualized tailoring of care based on clinical characteristics, genetic markers, and patient preferences, which may explain some of the high variation in clinical practice. 24, 25 The emphasis on personalization in medical practice creates problems with regard to health policy. If personalized care is the standard of care, how do we measure and document its delivery? Highly personalized care can be very challenging to define using administrative claims, the typical data source for performance measurement. Highly personalized care also requires additional time to consider and discuss options with patients, exacerbating the pressures that physicians already feel to improve access, lower costs, and manage populations. 26, 27 Physicians must also balance personalized care with the growing adoption of protocol-based care. 28 How do we ensure that providers can carry out contemporary clinical recommendations that emphasize individualization while increasing the efficiency of the health care system?
MEDICAL PRACTICE AND HEALTH POLICY: COEXISTENCE
While there are several reasons that medical practice and health policy may collide, there are equally abundant examples of how new policies are symbiotic with current medical practice. Recent policy changes have provided unique incentives for medical practice to enter the 21st century. For example, the HITECH Act implemented funding for the Medicare and Medicaid Electronic Health Record (EHR) Incentive Programs, which provided financial incentives for meaningful use of EHRs. This program requires the reporting of quality measures at all stages of implementation. Between 2011 and 2013, over 250,000 providers participated in this incentive program, and were paid a median $29,760 (interquartile range, $14,700 to $29,760). 29 The widespread adoption of EHRs in clinical practice represents a crucial tipping point for this country in the ability to measure population-level quality of care. Additionally, by leveraging clinical repositories and computing power, the EHR may also be a vehicle for delivering highly individualized care recommendations for common and rare diseases at the point of care.
Another example of an innovative health policy that provides a financial incentive to improve care from the vantage point of both patient populations and individual patients is the Medicare Comprehensive Primary Care (CPC) initiative.
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This four-year multi-payer pilot offers its practices population-based care management fees and shared savings opportunities when they provide five primary care functions: risk-stratified care management, access and continuity, planned care for chronic conditions and preventive care, patient and caregiver engagement, and coordination of care across the medical neighborhood. As part of its patient and caregiver engagement function, the initiative requires practices to use decision aids in order to engage patients and families in goal-setting and shared decision-making. Currently, there are 481 practice sites participating, including 2,347 providers and 2.5 million patients. The goal of this program is closely aligned with the triple aim, and results will inform future CMS policy.
FUTURE DIRECTIONS
As a result of the upheaval in clinical practice due to new legislation, the clinical environment is changing rapidly. Primary care physicians are especially well-poised to act as first reporters of collisions between new health policies and clinical practice. At this time, however, primary care physicians have few avenues through which to report these collisions. The traditional processes for developing performance measures and federal rules for health policy are not accessible to busy practicing physicians. Furthermore, these processes, by their nature, are not rapidly responsive. Policymakers should make it easier for primary care physicians to report conflicts between clinical practice and health policy and to suggest fixes. While professional medical societies may seem like a reasonable option for providing a voice for primary care physicians to communicate with policymakers, membership in the largest such group, the American Medical Association, has waned to only 217,000 members, only about 15 % of practicing physicians, 31 casting doubt on the ability of this organization to speak to the needs of primary care physicians.
Policymaking organizations should consider having community boards made up of practicing primary care physicians in order to ensure that policies are practical, insightful, and help to improving population outcomes. There may be valuable lessons learned from community-based participatory research and the Patient-Centered Outcomes Research Institute, which have advocated for the early involvement of patients in clinical research. The concept of a community board of practicing physicians is not new; the Practicing Physicians Advisory Council was actually established by Congress as part of section 1860(a) of the Social Security Act [42 U.S.-C.1395ee(a)] in order to provide direct feedback to the Centers for Medicare & Medicaid Services (CMS). However, this policy was repealed by section 3134(b)(2) of the Patient Protection and Affordable Care Act prior to its implementation. 32 An example of a policy that could have benefitted from the insights of practicing primary care providers is the Medicare "Extended Care Benefit." 33 This benefit requires an inpatient hospital stay of at least 3 days prior to receiving post-discharge coverage for rehabilitation in a skilled nursing facility. When this benefit was established in the late 1970s, the average length of stay closely matched 3 days. However, the current average length of stay is closer to 1.5-2 days, and many patients may linger in hospitals in order to obtain skilled nursing facility coverage. While the policy has been reversed and reinstated over the years, it has not been adapted to the needs of individual patients until recently. Currently, the CMS Innovation Center is offering a waiver of the 3-day hospitalization rule to accountable care organizations (ACOs) participating in the Pioneer ACO Model. 34 While this waiver is a step forward in terms of providing more patient-centered care, primary care providers have encountered this logistic hurdle for over 30 years, and it is likely that, given the opportunity, they could have provided CMS with valuable insights into how to tailor this program to improve patient outcomes while saving hospital days.
CONCLUSIONS
As medical practice and health policies continue to develop, strategies to connect these areas will be increasingly important for ensuring that advances in medical practice are not at odds with advances in health policy. Because of the front-end experience of primary care physicians, it would behoove policymakers to consider including practicing primary care physicians in the development of new policies, such that future health policies will help bolster, rather than clash with, medical practice.
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